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cyte-rich pleural liposarcoma, which mimicked a pericardial
cyst on computed tomographic (CT) scan. Histopathologic
examination revealed a recently described lymphocytic-rich
variant, which might be mistaken for lymphoma.3
Clinical summary. A 78-year-old white man with a 40
pack-year history of smoking was seen for an asymptomatic
opacity detected on a routine chest x-ray film. A chest radio-
graph 4 months earlier had shown no abnormalities. His med-
ical history was significant for controlled atrial fibrillation,
adult-onset diabetes mellitus, hypertension, and benign pro-
static enlargement. He specifically denied cough, chest pain,
and all constitutional symptoms. He reported dyspnea on
moderate exertion, which had been stable for many months.
His medications included lisinopril, metformin, digoxin, dox-
azosin mesylate, aspirin, and felodipine. 
On physical examination, vital signs were within normal
limits and no adenopathy or jugular venous distention was
detected. Examination of the chest was unremarkable, as was
the rest of the physical examination. The chest radiograph
revealed an opacity abutting the lower right border of the heart
(Fig 1, A). A CT scan of the chest revealed a cystic opacity in
the major fissure, apparently attached to the pericardium. The
location and CT appearance were suggestive of a pericardial
Liposarcomas are the second most common histologic type
of soft tissue sarcomas.1 Common sites of involvement
include the lower extremities and retroperitoneum. Primary
intrathoracic liposarcomas are rare with a preference for the
mediastinum.1 Very few cases of primary involvement of lung
and pericardium have been reported, including only 9 cases of
pleural liposarcomas.2 We review a unique case of lympho-
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cyst. A 1-cm nodule was also detected in the right lower lobe.
No intervention was advised aside from another radiographic
evaluation in 3 to 4 months. 
Two months later he had persistent pleuritic chest pain on
the right side without fever or cough. A CT scan at that time
revealed a new moderate-sized right-sided pleural effusion
and an increase in the size of the cyst (Fig 1, B). A thoracen-
tesis revealed an exudate with no malignant cells detected.
The patient underwent surgical resection of the cyst.
Intraoperatively, the lesion was found to be a dumbbell-
shaped rubbery mass arising from the medial aspect of the
diaphragmatic pleura extending to the inferior pericardium.
The mass, along with part of the diaphragm and pericardium,
was resected. The diaphragm was plicated and a wedge resec-
tion of the right lower lobe nodule was performed. 
Gross examination revealed a soft rubbery encapsulated
mass measuring 11 × 8 × 6.5 cm. Histologic sections revealed
lymphocyte-rich areas partially obscuring the neoplastic
background, which varied from area to area (Fig 2). The
background comprised loose connective tissue interspersed
with more dense areas of lymphoid proliferation and
fibrovascular connective tissue with spindle cells and abun-
dant myxoid material. There were foci of more typical look-
ing liposarcoma and scattered atypical cells resembling
lipoblasts with hyperchromatic nuclei and vacuolated cyto-
plasm (Fig 3). The tumor was adherent to the lung pericardi-
um and diaphragm without any microscopic invasion of these
structures. The small nodule in the right lower lobe was a
well-differentiated carcinoid, with orderly architecture and
acinar formation.
The patient had an uneventful postoperative course and
subsequently underwent external beam radiation to the region
of involvement.
Discussion. Liposarcomas are usually well circumscribed
and lobulated. Despite the name, they generally do not origi-
nate from adipose tissue. The cell of origin is a primitive mes-
enchymal cell, which has the property of lipogenesis.2 Four
histologic subtypes have been described: well differentiated,
myxoid (most common), pleomorphic, and dedifferentiated.3
Pleural liposarcomas are rare, and the previously described 9
cases have no characteristic presentation other than a possible
male predilection. The lymphocyte-rich variant of liposarco-
ma is a recently described entity with most of the tumors
originating retroperitoneally or in other locations.3,4 We
believe ours is the first case report of intrathoracic lympho-
cyte-rich liposarcoma. 
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Fig 1. A, Chest x-ray film showing a well-circumscribed opacity in the right cardiophrenic angle. B, CT scan
revealing the cystic opacity of fluid density in the right hemithorax abutting the pericardium with moderate-sized
pleural effusion. 
Fig 2. An area of dense lymphocytic infiltration obscuring
underlying neoplasm.
Fig 3.  Lipoblasts in myxoid stroma and more mature look-
ing fatty tissue.
612 Brief communications The Journal of Thoracic and
Cardiovascular Surgery
September 2000
Surgery and radiotherapy have been the mainstays of treat-
ment. Resection, even with wide margins, has a reported fre-
quency of local recurrence of 70% to 90%.2 In one study, the
5-year survival of patients treated with surgery alone was
25%, and in unresectable tumors survivals as high as 45% has
been reported with radiation alone.5 Chemotherapy generally
is not recommended in the treatment of liposarcomas because
its role is unclear. Histology also appears to affect survival.
Well-differentiated and myxoid subtypes have a local control
rate exceeding 90% at 10 years with combined surgery and
radiotherapy and less tendency to metastasize.6 Pleomorphic
liposarcoma is a highly malignant tumor with a high local
recurrence rate of 37% and a metastasis rate of 41% at 10
years. These biologic factors also reflect in progressively
decreasing 10-year survivals from 87% for well-differentiat-
ed lesions, through 76% for myxoid tumors, to 39% for pleo-
morphic tumors.6
In conclusion, pleural liposarcomas are rare tumors.
Clinical presentation is variable and in our case initially mim-
icked a pericardial cyst. The importance of recognizing a cat-
egory of lymphocyte-rich liposarcoma is not to confuse the
diagnosis with that of a benign or malignant lymphoprolifer-
ative disorder. Surgical excision with adjuvant radiation is the
currently recommended treatment. 
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